Objectives: The goal of this project was to evaluate the quality of the accessibility of the adult population to services in Primary Health Care, with a view to contribute to the development of measures that will propose improvement in the offered assistance. Methods: This is a quantitative and evaluative study made in the municipality of Santa Cruz, State of Rio Grande do Norte, Brazil, with a sample of 180 people. The study was approved by the Ethics and Research Committee of the Federal University of Rio Grande do Norte under Opinion number 152/2012. Results: It was found that the adult population classified the quality of care from regular to good, showing an association with the waiting time, time spent from the unit to one's house and the reception. Conclusions: It could be concluded that this study contributes to the development of strategies able to provide a full and equitable care to the adult population in the primary health care network, since this is the gateway to other levels of care, because it aims to promote adult health and prevent diseases.
Introduction
Although health is the right and duty of the state, according to the Constitution of 1988, it is necessary to ensure universal and equal access to actions and services, in order to comply with the promotion, protection and recovery of health, as well as guarantee full time attendance through the Unified Health System (UHS). Thus, the UHS bases the services of Primary Health Care (PHC) and as a community model deployed in Brazil, seeks for the realization of a better assistance and establishment of linkages between users and health professionals.
Acting according to the UHS' principles, means that every health institution should have the commitment to meet with technical and scientific quality and solving the health needs of the user in a resolute manner, ensuring the access and reception needed, especially in PHC [1] .
In the context of Primary Health Care, some attributes are proposed so that health care is offered with quality. The pillars that structure the PHC are structural elements, i.e., attributes of the health service system consisting of: first contact access, comprehensiveness, longitudinality, coordination, family and community orientation and cultural competence [2] .
Considering the importance of accessibility, it is known that access is still fragile due to some existing inequalities, but health services cannot be responsible for this inequality [3] . According to the perceived national reality, the primary services have grown so that more people may have full time care, according to the cycle of life. This reflex expansion indicates for these attributes to be implemented in the community.
To get efficient and effective health assistance, it is important for the population to have access of quality to the health services [4] . When the right to access and hosting by the UHS is guaranteed, the health services promote better achievement of health and continuity of care in any health level, because they are a part of the essential elements to assistance [1] .
Regarding accessibility, there are still other factors that may cause malfunctions, e.g., interrupted flows, routines and strategies to counter or evade the demand, inadequate or incomplete records of information about the user and his family, the lack or inadequacy of physical, financial and human resources as well as of planning and management services: excessive waiting for appointments and procedures, test results, definition of treatment to be followed, few educational activities with and in the community [5] .
To speak about access is to speak about reception. In Brazil, there is a health policy entitled National Humanization Policy, it talks about the reception and brings a technical and operational slope on ways to accommodate the user in healthcare facilities. Concerning the reception, this tends to decentralize the concept that users have about their health, making them understand that health is not only the result of a process, and that this follows a broad concept, besides being influenced by physical, emotional, religious, economic, social, cultural, environmental and psychological factors, developing this user's desired autonomy.
Thus, the present work is justified by the fact that access is an important tool for maintaining and ensuring the population's health. When speaking of principles proposed by the UHS, ensuring access to health comes first, because the user who is ill needs to be upheld, and one that is healthy must have guaranteed health actions, understood as prevention of diseases and health promotion. Thus perceiving the importance of ensuring access to services as a promotional factor, protection and recovery of health that aims at a greater resolution of attention, and to ensure the population registered in the PHC to a healthy and active long life. This study aims to evaluate the quality of the adult population's accessibility to services in Primary Health Care.
Methodology
This is a quantitative and evaluative study made in the municipality of Santa Cruz, State of Rio Grande do Norte, Brazil. The study was conducted at the Family Health Units chosen by assortment, with the users of the Unified Health System (UHS) that are registered and attended these services. The sample consisted of 180 people that were randomly chosen, not probabilistic and convenience, according to the criteria of inclusion and exclusion.
This study is part of a research entitled Primary Attention to Health: An evaluation study from the users' perspective. The inclusion criterion was for the participants to be older than the age of eighteen, to be registered and reside in the community, and attended the Family Health Unit, to have preserved cognitive skills and to sign the Statement of Informed Consent. 
Results
This study sought to evaluate the quality of access that users are having in the Primary Health Care. For that were interviewed 180 people, of which 76.7% (n = 138) were women and 23.3% (n = 42) men, the minimum age was of 20 years and maximum of 59 years with a mean of 36.65, median of 34.00 and standard deviation of 11.554. The average education level of respondents, was 6.92 years of study, median of 6.00 years, standard deviation of 3.89 ( Table 1) .
The data revealed a Cronbach's alpha of 0.81 which reveals the existence of internal validity and reliable data in the construct. The ANOVA Cochran test was also calculated, being significant at p = 0.00, which also showed the homogeneity of the va-riances. This shows that the grading scale is feasible and trustworthy to be used in the PHC network and, through it, evaluate the quality of care provided to the adult population.
In Table 2 , as to the classification of service from the user's perspective, it can be seen that 46.1% (n = 83) users classify the service as regular, followed by 25.6% (n = 46) that classify it as good.
With respect to the users' responses regarding the time spent from their houses to the health service, it was observed that in Table 3 , 93.9% (n = 169) users affirmed they take between 0 to 15 minutes, while 4.4% (n = 08) users ensured they took between 16 to 30 minutes. The chi-square test revealed a significant association between service quality and time spent to get to the clinic with the value of p < 0.05, revealing that users take between 0 -15 minutes classify mostly the service as regular, followed for good. and it reports that 59.4% (n = 107) users verbalized it has always been done, followed by 18.3% (n = 33) in a few times. The table also references regarding professionals guiding the user on the acquisition of free medicines, and in this aspect, 33.9% (n = 61) said they have never received such information, 33.9% (n = 61) have always received it and 20.0% (n = 36) sometimes. When the correlation existing between the variables of service quality and the receiving before the appointment is analyzed, as well as the orientation to the purchase of free medicine, is found a value of p < 0.05. Regarding the amount of time waiting to start the appointment, Table 5 , 40.6% (n = 73) users stated they wait from 16 to 30 minutes and 23.9% (n = 43) verbalized they wait from 46 to 60 minutes. One may notice a correlation between the quality of service and the amount of time waiting to start the appointment by finding a value of p < 0.05 in the chi-square test.
With respect to the professional propose home visits when the user is unable to attend the service, 92.8% (n = 167) users affirmed that the professional has never proposed this option, while 2.8% guaranteed often receiving the proposal. The chi-square for this data had a value of p = 0.843, so it is not meaningful, because it revealed a value of p > 0.05.
Discussions
The results show a correlation between the user's accessibility to the service and the classification of quality of service. As shown in Table 2 , according to the classification of care in PHC, it is known that for the effectiveness of programs and services the user classification is presented as fundamental as it offers subsidies for reformulations aimed at improving care and guiding towards strategies for the commitment with quality of services and offered actions, guided by the PHC's attributes.
The fundamental sense when theorizing in the evaluation of health services is primarily to seek to convert concepts into strategies, criteria and standards of measurement, in order to contribute to useful measures and support improvement under the scope of services [6] .
In Table 3 , it was observed that the proximity of health services to their houses contributes for the user to consider the service to be of quality, since it favors access to the service. So more than present themselves as a gateway to other levels of care, PHC, by its user-centered nature in an integral form and its relationship with the community, is characterized by the quality of service provided through the continuum of care.
What may affect the population's access is the demographic access, which is characterized by the transportation type, travel time and distance from the individual's home to the healthcare unit. The approximation of the user's residence with the PHC services reveals a potentiality, since the health-disease process is more heavily looked after by the team of professionals in these services [7] . Table 4 , in reference to the reception held prior to the consultation, shows that the users are always received, however, a considerable portion verbalized only sometimes, and others that they were never received, which demonstrates the need to strengthen this practice in the PHC to contribute to the continuation of care and services, once one articulates with the accessibility to the service for a full and effective assistance.
Access and reception articulate and complement each other in the implementation of practices in health care, from the perspective of integrality of care. With the expansion and structuring of services during the construction process of the Brazilian Unified
Health System, in which municipalities have assumed responsibility for the health care of its citizens, especially the Primary Care Network, the debate on access to such services has gained qualitative nuances [8] .
In Table 4 , with respect to professionals orienting users about obtaining free medicines, through the answers were observed "never" and "sometimes", these orientations need to be made so that they contribute to the achievement of improvements in obtaining the results. Because, besides the user having accessibility, i.e. reaching the service, timely access to services can facilitate the resolution.
Access as the possibility of achieving care according to the needs has an interrelationship with the solvability and extrapolates the geographical dimension, considering that it encompasses aspects of economic, cultural and functional order of service offerings [8] .
Regarding waiting to enter the appointment, Table 5 becomes necessary to elaborate strategies that will reduce the amount of time waiting for the service, once the long waiting time can cause user dissatisfaction and thus become a factor in the decrease of demand for the service. Disfavoring the establishment from user-service-professional binding and corroborating with a study made by Lima et al., (2007) , in which it was found that one of the most cited complaints about the difficulties to have a good access was the amount of time patients are waiting to be attended [9] .
About the proposal by professionals for home visits when the user does not go to the service, it was observed that most users said 'never'. And, as it is known, household visits are of fundamental importance, once it is where the professionals know the state of health of each individual and guarantee the principle of access, with a focus on solving the health problem, since the necessary orientations to the user and his/her family are given and, thus, the realization of continual health care.
To have access to health services, it is necessary that the services are available in quantity and quality, with qualified professionals, appropriate equipment, a location that is accessible to the community and which embraces the needs of the local population. Therefore, it is important that these factors exist so that the population may enjoy them, and that the same guarantee the quality of the provided service, as well as clientele satisfaction [5] .
To develop a rational policy, acting in an efficient, effective, enjoyable and accessible way it is necessary to understand the health behaviors of the population attending the health system. In addition, health professionals need to be sensitized to the needs of users in order to also improve the quality of service and reorient the health system by providing compassionate care that meets the population's real needs [10] .
In this sense, one knows that good access to health services favors the demand for care and the user-professional-service relationship, so that it enables the monitoring of the adult population in the PHS, and that the access to services comprises from the entrance of the individual in the unit, to the resolution of the presented need. Therefore there is still a need to coordinate actions that may involve that part of the population and promote a continuum of care, with the aim of ensuring a long and healthy life.
Conclusions
Through this study one may notice that many factors influence the access to services, such as the distance between the user's home and the Healthcare Unit, the amount of time one has to wait to be attended, the information one receives and the commitment of health professionals regarding home visits. Through this study it was confirmed that there still are gaps in the care provided to the adult population, which may impair the user's search for the service, because it is known that the support and guidance from healthcare professionals, beyond strengthening its relationship with the user, complements the search for the services and actions that may involve him. In this context, it is expected that this study provides insights to the development of a strategic plan and sensitizes health managers and professionals in basic health care services, so that a greater interaction of the adult population with the PHC services happens, capable of providing a long life with quality by preventing the manifestation of chronic diseases and ensuring actions of basic care. There were limitations of the study, such as the exclusion of all social actors and different perspectives to assess the care model in question, and because it is local study, however, the municipality has the same reality with other cities. Brazil's efforts in the process of strengthening the PHC deserves highlighting, because it is a level of attention focused on the family and community, capable of bringing changes in welfare model. Thus it converges with the implementation of measures that will adopt a service of quality and full time for the adult population, aiming at a full and dignified assistance to users, prepared for the promotion of health and disease prevention.
